The adoption of these infection control practices in several well-characterised outbreaks, namely heightened suspicion of tuberculosis, strict isolation of infected patients, and extra laboratory resources appeared to be the most important factors contributing to the successful control of the outbreak.
Supplemental measures include the use of environmental controls, such as augmented ventilation, use of germicidal UV light and high-efficiency air filtration (HEPA) and masks. The controversy over these measures has been based largely on the lack of efficacy data and their prohibitive costs.
Various studies have shown that the introduction of fresh air into an environment can dilute the concentration of infectious particles and reduce the probability of tuberculosis transmission. One air exchange (that is, the amount of air required to completely replace an entire room's air volume) removes approximately 67% of air contaminants. Current US recommendations advocate at least 6 air exchanges per hour for isolation rooms and treatment rooms used for high-risk procedures involving aerosolisation of sputum.'6 An isolation room of a patient with tuberculosis also needs to be under negative pressure to prevent the escape of organisms from the room to the corridor. The use of germicidal UV light and high-efficiency air filtration (HEPA), which is capable of filtering AFB from the air, may be necessary when adequate ventilation is not feasible, although neither of these approaches have been strongly advocated in the UK.
The use of face masks also remains controversial. The size of the aerosol droplet nuclei known to be infectious in animal models is 1 to 5 microns, and for this reason it has been recommended in the United States that disposable dust mist fume respiratory masks or the HEPA-filter containing mask rather than simple surgical masks are used. '6 There is ongoing discussion about the relative efficacy of the available masks, but, because transmission has been documented at significant distances from the isolation rooms, use of masks by staff only while in direct contact with tuberculosis cases is insufficient. However, their use is recommended for those health care workers experiencing the greatest risk of exposure in high risk environments, such as bronchoscopy suites, aerosol treatment or sputum induction areas.
In summary, rapid recognition of cases of tuberculosis and their effective isolation should be the priority infection control measure in HIV units. Less clear are the data for engineering controls and the requirements for mask use, but further guidance will be offered on these issues in the forthcoming Department of Health guidelines for the prevention of nosocomial transmission of tuberculosis. Individual units should assess their level of tuberculosis transmission and base their adoption of the suggested control measures on this evaluation.
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